less-can involve most doctors. Long term medical supervision of a child with a seriously distorted pattern of development is regarded as normal practice, whereas regular medical follow up of all adults with such handicap may not be appropriate.
There is great advantage when the child's care largely involves the paediatrician in the earlier years, with referral and consultation as required with the consultant in mental handicap; reversal of these roles should occur as the child advances into later adolescence, although recruitment into the specialty of mental handicap is proving problematical. (Report of the Working Party on the Medical Care of Children with Mental Handicap, 1982.) In a condition that cannot be cured much can be done to ameliorate the effect of the disability on the child and his family. The doctor will need to draw on the whole range of his professional skills in giving tolerant, compassionate counselling, while providing practical medical care. This medical care can be considered in various stages. Severity. An assessment of the severity of handicap is most important but may need to be delayed for one or two years to allow the rate of progress to be evaluated.
There is within the group of children with an IQ of 50 or less a wide range of ability. About a quarter of the children will be profoundly handicapped throughout their lives, requiring total care for all their needs, such as feeding or mobility. For up to two thirds of children it can be reasonably expected that, as adults, they will be largely independent for self care, and supervision of independent life in the community will be minimal.
When discussing with parents the future for their child's life it is useful to use the information available based on the severity to discuss a 'worst case ' and 'best with 'parents' provided by society in the form of foster parents, small staffed local authority or National Health Service (NHS) houses, or, less desirably, in larger group homes. It is essential that the community provides adequate resources to support such patterns of care, and the doctor will find himself involved in pressing for such support. Provision is variable over the country, but these resources must include adequate respite care sufficient to respond to emergency as well as planned needs. There has been some debate as to whether parents should be persuaded to use such facilities.2 Certainly, those caring for the most disabled children and adolescents should be, and the chance of success will be greatly improved by close liaison before, during, and after placements, between parents, school, care giving staff, community mental handicap nurses, and social workers.
Mental handicap hospitals have become a major resource for respite care, and this interim arrangement must not be withdrawn until an equivalent amount of care facilities in more desirable environments can be made available. When small staffed community units, either for long term residents or short term care, are provided it is essential that staffing levels are such that the life of the child will be improved considerably on care in mental handicap hospital, although this will be costly.3 The provision of medical care to children at home will be from the general practitioner and hopefully, with increasing movement of such children into this pattern of care, his experience in the management of their needs will increase. General practitioner training programmes should include this experience.
The paediatrician, whether community or hospital based, and the consultant in mental handicap, will be available for consultation and visits as necessary. Admission of children for long term residence in mental handicap hospitals will cease as the Department of Health and Social Security guidelines increasingly take force, and there is, in fact, movement of long stay residents into the community.4 Nevertheless, NHS treatment resources for children with severe mental handicap should continue to be available to support care in community, and admission to such facilities under the care of a paediatrician, as well as a consultant in mental handicap, may be necessary for periods up to weeks or months for the assessment and management of severe disruptive behaviour patterns, as well as sometimes for prolonged convalescent care of children in adolescence after physical illness or operation. For children up to the age of 16 years, some of these needs may be met in a paediatric department of a district hospital. For the adolescent of 16-19 years, the environmental and nursing needs may still be those of a child, and these will not be met in an adult ward in a district hospital.
There are better facilities available for the support of the child and adolescent at home compared with support for the severely disabled adult. The person should be allowed the opportunity of achieving the dignity of an adult life independent of his parents and, although the parents usually will wish to continue his care, the level of burden of care placed on them should be lightened by increasing society's share of his care as he enters adult life, by providing adequate day occupational care and periods of planned residential short term care.
Progress to such facilities should be uninterrupted after school leaving for fear of losing social and other skills, which may have been acquired painfully slowly. The doctor caring for children with severe mental handicap must be involved in advocacy and planning of facilities for those under his care who are approaching adult life. 
